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P. Astarci,1* S.S. Zhou,2 R. McWilliams,2 S.D. Blair,3 J. Brennan,2
G.L. Gilling-Smith2 and P.L. Harris21Department of Cardiovascular and Thoracic Surgery, Catholic University of Louvain, Brussels, Belgium;
2Vascular Unit, Royal Liverpool University Hospital, Liverpool, and 3Department of Surgery, Arrowe Park
Hospital, Wirral, Merseyside, UKFailure of conventional abdominal aortic aneurysm (AAA) repair may occur as a result of late para-anastomotic aneurysm
due to the breakdown of the anastomotic suture line as a result of aortic wall fragility or erosion by infection. Conventional
management usually requires open surgical revision of the anastomosis. We report the unusual case of an 81-year-old man
who had early development of aneurysm re-expansion 3 months after initial open AAA repair treated successfully with a
bifurcated endograft.Keywords: Open AAA repair; Endoleak; Aneurysm sac; EVAR.Introduction
Anastomotic false aneurysm is a recognized but rare
complication of open AAA repair. The majority of
reported cases are in relation to the proximal
anastomosis and occur several years after the initial
repair.1,2
We report a case of symptomatic true aneurysm
located at the distal anastomosis developing only 3
months after the initial repair. The original aneurysm
sac was repressurised by a jet lesion from the distal
anastomosis. We treated this patient successfully with
a bifurcated endograft deployed within the previous
surgical Dacron graft.Case Report
An 81-year-old man was transferred to our hospital
with a 5-week history of progressive back paining author. Parla Astarci, MD, Cardiovascular and
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open repair of a 7.1 cm infra-renal AAA with a 20 mm
Dacron tube graft 4 months previously. He had a past
medical history of hypertension, atrial fibrillation and
had suffered an acute myocardial infarction 2 months
before his AAA repair. He had an uneventful recovery
following the initial repair being discharged 2 weeks
after the operation and was well on initial follow up.
On admission to our unit he was haemodynami-
cally stable and had a large, pulsatile, tender epigastric
mass. There were no clinical signs of infection. His full
blood count, renal function and CRP were all within
normal range. An urgent CT scan demonstrated an
aneurysm sac of 90 mm diameter with a large amount
of contrast seen lying outside the lumen of the surgical
Dacron graft, but within the lumen of the original
aneurysm sac. There was no evidence of localized false
aneurysm (Fig. 1).
Further evaluation with arteriography revealed the
sac to be perfused by a leak in the distal anastomosis
(Fig. 2). The proximal anastomosis appeared intact.
We elected to treat the patient endovascularly,
deploying the stent graft within the previous surgical
graft, covering both anastomoses. The distal sealingEJVES Extra 10, 114–116 (2005)
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Fig. 1. Aneurismal sac with contrast within and around the
surgical Dacron graft.
Fig. 3. Post-EVAR completion without any residual endo-
leak. The endograft top end was sitting just above the
proximal anastomosis.
EVAR after Open Type I Endoleak 115zone was 20 mm diameter in the right common iliac
and 19 mm in the left.
Due to the limited on-shelf availability we used a
distal part of a fenestrated modular Zenith stent-graft
(COOK Europe, Bjaereskov, Denmark). The main body
size was 24 mm, with a right limb of 28 mm and left
limb of 24 mm.
Under general anesthesia, both femoral arteries
were exposed. The main device was inserted from the
right. Completion angiography confirmed the distalFig. 2. Angiogram showing a large distal leak feeding the
initial AAA around the tube graft.leak to be sealed (Fig. 3). A stenosis at the origin of the
right iliac limb was dilated with a 10 mm angioplasty
balloon.
The patient made an uneventful recovery and was
discharged after 3 days. The patient was reviewed at 3
and 6 months. He remains constitutionally well with
no abdominal signs. Follow-up CT scans have shown
no evidence of endoleak and the aneurysm diameter
had reduced from 90 to 68 mm at 6 months.Discussion
Para-anastomotic false aneurysms are well recognized
following primary AAA repair.1,2 They are reported to
occur with an incidence of between 1.7 and 5%3,4 after
a mean interval of 108.9 months (range 12–216
months).5 Causative factors implicated in their
development include extensive thrombo-endarterect-
omy at the anastomosis, poor quality of aortic wall,
suture fatigue and breakage, deficient anchorage or
cheese-wiring through a calcified aortic wall.6
Gawenda reported 26 patients with para-anastomotic
aneurysms treated by either open (16) or endovascular
repair (10).7 The mean blood loss, procedural time and
hospital stay were significantly reduced (p!0.01) in
the endovascular group. Late graft infection shouldEJVES Extra Vol 10, 11 2005
P. Astarci et al.116also be considered as a causative factor and may be a
contraindication for endovascular repair.
The original aspects of this case were the early onset
and the fact that the original aneurysm sac became
repressurised, rather than developing the more usual
false aneurysm. On CT scan the presence of contrast in
the aneurysm sac looked like a huge type I endoleak
described in association with EVAR. Since, first
described by White8 endoleak has been accepted as a
term to describe persistent flow within the aneurysm
sac after EVAR. Type I endoleak is defined as a leak
from either the proximal (type 1a) or distal (type 1b)
sealing zones. This terminology was extended to
describe anastomotic leaks after open AAA repair by
Chan et al.9 who described six patients with anasto-
motic type I ‘endoleak’, all successfully treated with
open surgical revision.
We can then consider that our patient had an early
type I endoleak following open repair treated success-
fully by secondary EVAR. A potential area of concern
when deploying a bifurcated stent graft within a
previous surgical tube graft is the limited space in the
distal aorta. This did not turn out to be a major issue
although it was necessary to angioplasty the right iliac
limb after deployment. Other endovascular options
are a proximal tube cuff for a proximal problem or
conversion to an aorto-uniiliac configuration com-
bined with a femorofemoral crossover.
In conclusion, endovascular treatment of endoleak
following conventional open AAA repair seems to be
attractive offering a clear advantage in term of surgicalEJVES Extra Vol 10, 11 2005risk in elderly patients facing potentially hazardous
redo aortic surgery.References
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